INTRODUCTION
Moraxella lacunata is a Gram-negative coccobacillus that is normally found in the oral cavity, upper respiratory tract and conjunctiva. It usually causes otitis, sinusitis, conjunctivitis and pharyngitis in children [1] . Invasive infections, although scarce, were also reported and included sepsis, meningitis and arthritis [2, 3] . Infective endocarditis (IE) due to Moraxella lacunata is extremely rare and all patients described so far had prior valve abnormality [4] . Moraxella lacunata is usually well susceptible to β-lactam antibiotics. However, resistant strains were also reported [5] . We present a case of definite native valve Moraxella lacunata endocarditis complicated with systemic and cerebral emboli.
CASE REPORT
A 60-year-old white female was admitted to the Zagreb Infectious Disease University Hospital in July 2006 because of severe sepsis. She had been sick for five days with fever, shivers and vomiting. One day prior to admission to the hospital she became confused and developed urinary incontinence.
At admission she was febrile, hypotensive (blood pressure was 85/50 mmHg), dehydrated and appeared severely ill. Glasgow Coma Score was 14. Her oral cavity was in poor condition, with residual dentition affected by dental caries. Chest examination revealed crackles over the right lung.
No heart murmurs were heard. Her liver was soft, enlarged and palpable for 4 cm below the right costal margin. Rash, Janeway lesions or skin and conjunctival hemorrhages were not observed.
Before admission the patient received only symptomatic therapy. She had not been taking any medication before this disease and was not acutely ill in the recent months. Her medical history revealed arterial hypertension and an umbilical hernia surgery that she underwent two years ago. Because of severe mitral valve regurgitation (4+) and persistent vegetation on the posterior mitral leaflet, cardiac surgery was performed. Before the surgery extraction of the residual dentition was done.
The approach to the mitral valve was transseptal and the leaflets were inspected and analyzed.
The vegetations were between P2 and P3 with partial rupture of the posterior leaflet. Additional calcification of the posterior annulus was present. Posterior leaflet was detached from the annulus and vegetation was excised together with adjunctive leaflet tissue. Furthermore, decalcification of the posterior annulus was performed revealing an annular abscess which was not identified preoperatively.
Posterior leaflet was reconstructed by a patch of non-treated autologous pericardium and annulus was reinforced by the implantation of a 28 mm annuloplasty ring (Edwards Lifesciences, CarpentierEdwards Physio Ring). TEE monitoring was applied throughout the surgery and upon weaning from cardio-pulmonary bypass, the mitral valve was inspected showing no residual regurgitation. The patient fully recovered and was discharged from hospital in October 2006. Six months later she was in good health .
DISCUSSION
For the first time, we present a case of Moraxella lacunata definite native valve endocarditis with confirmed asymptomatic embolization of the brain and spleen. The patient had no known prior abnormality of the heart valves and according to the Duke criteria she had two major and two minor criteria for a definite diagnosis of IE.
Moraxella lacunata infective endocarditis is extremely rare with only six cases reported so far [4] . Only two of them are considered definite according to the Duke criteria. Septic embolizations in these patients were not noted. However, it is unknown if any aimed diagnostic attempt was tried.
A routine quest for septic embolization in every infective endocarditis is today mandatory, particularly in patients with high risk etiologies (S. aureus, Candida albicans, HACEK and Abiotrophia organisms) [6] . The existing embolic event significantly influences treatment choices, duration of treatment and finally the outcome of the disease. Most septic microemboli are asymptomatic and therefore neurological accidents are often (up to 47%) the first clinical manifestation of bacterial endocarditis [7, 8] . It is known that appropriate antibacterial treatment significantly reduces the incidence of embolic events. The clinical course of presented patient suggest the need for repeated diagnostic procedures in a search of complications of IE.
The clinical course of the disease and diagnostic findings suggest that Moraxella lacunata possess high embolization potential and aggressiveness leading to valvular destruction. Early surgical treatment could be proposed for these patients in order to prevent embolic events and hasten recovery.
